fever, headache, nausea and vomiting. Two days later, he appeared acutely ill and physical examination revealed mild nuchal rigidity. A lumbar puncture showed a turbid CSF, which contained 6,400 white blood cells/mm3 with a polymorphonuclear predominance, glucose 41 mg/dl (blood glucose 219 mg/dl) and protein 4 1 g/l. Gram stain showed no microorganisms. Cultures for aerobic and anaerobic bacteria were sterile. The patient was given a ten days course of cefotaxime plus metronidazole with rapid improvement. The patient was asymptomatic when discharged. No other complications have appeared after 2 months of follow-up.
Meningitis is seldom reported as a complication of radiofrequency trigeminal rhizotomy in the current literature. In a review of more than 14,000 cases from 33 reports, Sweet recorded meningitis in seven patients, brief aseptic meningeal reactions in nine and temporal-lobe abscess in another two. 4 Usually characteristics of these meningitis are not mentioned.5 6 Silverberg and Britt7 described a streptococcal aetiology for a case of meningitis after radiofrequency trigeminal rhizotomy. In our experience, purulent meningitis has complicated a 0 4% of all such rhizotomies performed (2 out of 504). Streptococcus mutans was recovered in one of the cases. In the other patient prior antibiotic therapy (penicillin) may account for the sterile CSF cultures. In both cases, meningitis and radiofrequency trigeminal rhizotomy are related, since the infection was detected shortly after the procedure was performed. Invasion of the CSF space by the oral flora accidentally carried on the electrode, seems the most likely mechanism for production of meningitis.' This is supported by the fact that a usual oral bacteria (S mutans) was the aetiological agent in one of the cases. However, there was no evidence of mucosal puncture during the procedures.
In summary, these two cases illustrate purulent meningitis as a complication of radiofrequency trigeminal rhizotomy. 
